Nasopharyngeal cancer (NPC) is a unique disease with increasing interest for many physicians due to its unusual etiology, histology, and epidemiology. The recent era of fiberoptic endoscopy now provides the clinician with better tools for the screening, diagnosis, staging, and follow-up of NPC. The use of high resolution flexible and rigid nasopharyngoscopy gives the physician an opportunity for a more sensitive examination in a higher proportion of patients. Ultimately, this will allow for earlier diagnosis of NPC, and improved prognosis and better quality of life for the patients with this disease. Also, by allowing the clinician to perform directed biopsies of the nasopharynx under local anesthesia, fiberoptic nasopharyngoscopy allows a less morbid and more cost-effective approach towards this disease, including screening protocols in certain high risk regions of the world.
INTRODUCTION
Nasopharyngeal cancer is an uncommon disease in most areas of the world, making up only 0.025% of malignancies in Caucasian males, but it is a disease with enormous interest to many physicians because ofits unusual epidemiology, histology, and etiology. (Baker, 1980) . The disease occurs throughout life, but has its highest incidence during the fifth and sixth decades. It is rarely seen in North America, with an incidence of 1-2/100,000, but is quite common in the Kwantung province of China, with an incidence as high as 98/100,000, and has an intermediate occurence in areas of North Africa (Cassissi, 1987) . Its association with the Epstein-Barr virus, a herpes-group virus, has been firmly established, making it one of a small group of cancers with a strong viral link (Ho et al., 1976) . Nasopharyngeal cancer is therefore currently under close study, and of great importance to medical researchers and clinicians alike.
The nasopharynx is lined by mucosa varying from ciliated columnar to stratified squamous epithelium. Carcinomas arising from this surface epithelium therefore can be diverse, but are all included under the heading ofnasopharyngeal cancer (NPC (Henle and Henle, 1985) This is useful because many patients will present with advanced disease, since most symptoms develop only after the tumor has invaded surrounding structures or metastasized. The most common presenting symptom of patients with NPC is that of a neck mass, followed closely by hearing loss from serous otitis media. Nasal complaints including rhinorrhea, congestion, and epistaxis are noted in over one-third of patients. Cranial nerve symptoms are present in 15% of NPC patients, with trigeminal distribution hypesthesia being most common, along with diplopia from abducens nerve dysfunction (Baker, 198 (Baker, 1980) , but is better in younger patients, those of Chinese descent, and those patients with type III histopathology (Levine et al. 1980 ). The best responses are seen in those patients diagnosed with stage I disease, with up to 70% 5-year survival. Therefore, the need for earlier diagnosis is evident, and this can only be achieved with the use ofscreening programs in high incidence regions, and improved methods of physical examination.
ANATOMY
The nasopharynx is a protected area of the upper aerodigestive tract, which is difficult to access for routine examination. This mucosal-lined structure is bounded by the skull base (clivus and sphenoid sinus) superiorly, the cervical vertebrae posteriorly, the posterior choanae of the nasal cavity anteriorly, the superior constrictor muscle laterally, and the isthmus ofthe soft palate inferiody. It is adjacent to the paraphayngeal spaces laterally, and this often represents a site (Becker et al., 1992; Chiang et al., 1977; Shanmugham, 1985) (Figs.  3 and 4) . The rigid technique may be particularly useful in cases of NPC with small primary lesions, and may provide better photo documentation of disease than flexible endoscopy, when desired (Chiang et al., 1977 
APPLICATIONS OF NASOPHARYNGOSCOPY
Fortunately, the vast majority of NPC grows in an exophytic fashion, and is simple to diagnose on direct (flexible or rigid) nasopharyngoscopy. In one study utilizing flexible nasopharyngoscopy, the concordance between visual detection of NPC and biopsy detection of NPC was 73%. The most common reason fornot detecting the tumor at a specific site in the nasopharynx was occult spread, which occurred most often on the posterior wall (Sham et al., 1989) . One obvious application for direct nasopharyngoscopy, therefore, is the diagnosis of NPC in the high risk patient. The sensitivity of this exam can be increased further by flushing the nasopharynx with 1% hydrogen peroxide prior to endoscopy, then areas of ulceration will degrade the liquid and appear as white patches against the pink mucosal background (Qin et al., 1985) .
In southeastern China, where NPC is the most common head and neck tumor, direct nasopharyngoscopy has been combined with the use of serologic screening in trials assessing the early detection of NPC. In one such study, 5.5% of the population of Wuzhou City aged 40 or over was IgA-VCA positive and these patients were followed clinically for four years. Thirty-five cases of NPC were diagnosed in these high risk individuals (3.1%), but 91.5% of cases were detected in either stage I or II, where the cure rates are the highest (Zeng et al., 1985) . In fact, the stage of disease at diagnosis is the most important prognostic factor for NPC (Wei et al., 1987) .
The benefits of direct nasopharyngoscopy can further be illustrated by another such screening study by Sham et al. Over 6,000 IgA-VCA positive individuals were observed, and 130 picked at random and deemed free of disease by mirror exam and random biopsy of the nasopharynx. These latter 130 patients were then examined by flexible nasopharyngoscopy, and biopsies taken under direct visualization from six sites in the nasopharynx. Seven cases of NPC were detected, most in the lateral recess and most with visually defined abnormalities. This represented 5.4% of the study population, while the diagnosis rate of NPC in the IgA-VCA positive population in the same study was only 0.8% by conventional methods of detection ). The addition of flexible nasopharyngoscopy to the study protocol increased the sensitivity of exam both by providing a higher resolution view of the nasopharynx than mirror exam could provide, and by allowing directed biopsies to be taken under simultaneous visualization. All patients were biopsied under local anesthesia alone. (Baker, 1980) . The increased resolution provided by the fiberoptic scopes gives the clinician a higher degree of certainty in the physical examination (Fig. 5) . Videonasopharyngoscopy can also provide for a better comparison between previous examinations, and demonstrate the true evolution of a lesion from diagnosis, through treatment and during serial follow-up. Unnecessary additional studies, such as MRI/CT scans or biopsies, can therefore be avoided. Earlier detection of recurrences can be made as well, and directed biopsies performed under local anesthesia, so that subsequent therapy can be instituted in a timely fashion. Hopefully, earlier detection of recurrences can also lessen the magnitude of salvage surgery when necessary.
CONCLUSION
Nasopharyngeal cancer is a unique disease with increasing interest for many physicians due to its unusual etiology, histology, and epidemiology. The recent era of fiberoptic endoscopy now provides the clinician with better tools for the screening, diagnosis, staging, and followup of NPC. The use of high resolution flexible and rigid nasopharyngoscopy gives the physician an opportunity for a more sensitive examination in a higher proportion of patients. This ultimately will allow for earlier diagnosis of NPC, and improved prognosis and better quality of life for the patients with this disease. Also, by allowing the clinician to perform directed biopsies of the nasopharynx under local anesthesia, fiberoptic nasopharyngoscopy allows a less morbid and more cost-effective approach towards this disease, including screening protocols in certain high risk regions of the world.
The future holds great promise for the study and treatment of NPC, particularly in light of the advances in nasopharyngoscopy. Improved screening techniques are being tested in clinical trials and more aggressive, and successful, salvage surgical procedures are being carded out and refined (Chen et al., 1989) Patient education is also being carded out to help the afflicted individuals overcome the physical and emotional trauma associated with Figure 5 The right side of the nasopharynx in a 38-year-old male 1-year status post radiation therapy for a T2N2bMO squamous cell carcinoma originating in the right lateral recess. No disease is clinically evident at the primary site, as can be seen in this view obtained with a 90-degree rigid nasopharyngoscope placed transorally. A follow-up MRI was also negative for disease, as was the neck exam.
NPC, and its treatment, and to enable the patient to regain a more productive lifestyle.
